This paper presents experience of Munchausen Syndrome by Proxy in four families where symptoms and signs of seizures in children were deliberately fabricated or induced by their own parent. At the time when the condition was suspected, the children (5, 7, 13 and 14 years old) had already been exposed to numerous investigations and antiepileptic drug intake--in one case resulting in drug intoxication. The important data, giving clues about how to uncover the condition, are peculiar to each family. After the condition was confirmed, a multidisciplinary team organized an approach aimed at protecting the abused child and changing the patholbgical parent-child relationship. Personality disorders were recognized in all illness perpetrators (the father in one and the mother in three families) and various psychopathological manifestations were present in all of the abused children. Psychodynamic factors causing the Manchausen Syndrome by Proxy are described and discussed.
INTRODUCTION
Munchausen Syndrome by Proxy, also called Meadow's syndrome, is a condition in which symptoms and signs of false illness in the child are deliberately fabricated or induced by the child's parent ~. Many different methods of causing false illnesses have been described 2-6, and symptoms and signs of fictitious epilepsy have been among the most frequent in the abused child 7. Munchausen Syndrome by Proxy should therefore deserve particular attention by epileptologists.
The purpose of this paper is to describe four patients in whom signs and symptoms of seizures had been fabricated by their own parents and particularly to present ways of recognizing the existence of the Munchausen Syndrome by Proxy as well as the psychodynamic factors relevant to the syndrome's management.
derived from psychological testing, psychiatric interviews and individual psychotherapeutic work with the abused child on one hand, and with parents, the fictitious illness perpetrators, on the other. The data provided by social workers and other team members during the investigation and follow-up was also used.
RESULTS
All patients were investigated and treated for "intractable seizures" before the diagnosis of Munchausen Syndrome by Proxy had been established. Because their clinical presentations were quite different, the specific circumstances leading to the recognition of the Munchausen Syndrome by Proxy in each of the four families will be described separately.
METHOD
The presented data was obtained from medical records, including numerous previous medical histories, and the results of various investigations, especially those designed to confirm the fabrication or induction of signs and symptoms of disorders of illness perpetrators in the patients. The evidence for psychodynamic factors was
Family 1
The patient from this family is a 5-year-old boy. He is the youngest, third born child and has one older sister aged 10 years. The family lives together: the mother is 34 and the father, 37 years of age. Their first born male child died newly born, during a febrile episode.
The onset of the patient's 'seizures" was at the age of 3 years and 2 months. The boy was admitted three times to the local hospital, always with his mother who described in her son 'recurrent, very frequent fits, sometimes with staring eyes or semipurposeful movements occurring day and night, and nocturnal generalized convulsions with cyanosis'. Therapy with phenobarbitone and then with carbamazepine and phenytoin had no effect, even though the patient appeared compliant with treatment and optimal serum concentrations of these drugs were achieved. The mother always insisted on being admitted to hospital with her son, declaring that her care would be indispensable. On the ward, the patient's mother was always helping nurses in the care of other sick children eliciting not only compassion for her son's illness, but also making friends with some of them. The mother reported numerous fits in her son, but the observers could only see "slightly livid lips' on two occasions. EEG recordings taken soon after seizures, during sleep and during 24-hour casette monitoring did not show any epileptiform patterns or abnormal focal slowing. Repeated neurological examinations were always normal except for slightly underdeveloped fine motor co-ordination for the patient's age.
Whilst interacting with her son, the mother's lack of eye contact was apparent. On the other hand, the boy was overdependent on her, passively yearning for her care and attention. In family relations, the mother was dominant and the father showed some traits of a passive aggressive personality. At one interview with the physician, the father overtly expressed his disbelief that his son had had any seizures. His opinion was that his wife was spoiling their son by overly controlling and forbidding many of his activities (even playing with other children).
The deception was discovered by close supervision on the ward where reliable observers saw the mother occluding the patient's airway during sleep causing partial suffocation. The mother was also seen putting her hand into her son's mouth (slight bleeding resulted). Confronted with these observations, and with the possibility of the child being removed to a foster home, the mother confessed and agreed to abandon the sick role for her son. Anticonvulsant therapy was withdrawn. The father was informed about the situation, and the mother agreed to co-operate in further assessment of the problem.
During her individual supportive therapy, she recognized her maternal difficulties, especially her tendency to seek inappropriate medical help and consultations. She complained of having been neglected by her husband who was spending much of his time out of the home with his male friends and who took little part in home duties and their children's education.
It was considered that her abnormal tendency to seek medical help for her son and to enjoy it during hospitalization was prompted by psychosocial stress in the family. She had features of an unclassified personality disorder. Her tendency to act out interpersonal relations had been evident since her childhood when she manifested agression toward her peers. During psychotherapy, painful memories from her own childhood emerged. Her father was an alcoholic, neglecting her and other family members, expecially her brother and sister. As the youngest child in the family, she was quite confused with her father's ambivalent behaviour: he would first disregard or insult her verbally, shout, (without apparent reason), and then try to comfort and caress her.
After 1 year of follow-up, the social worker regularly visiting the family, reported that the situation had improved considerably.
Family 2
The patient in this family is a boy, 7 years of age, the first and only, son, born after an uneventful pregnancy and delivery. His psychomotor development was normal though he was hospitalized with his mother because of typical febrile convulsions occurring when he was 18 months old. He was healthy until the age of seven, when two seizures, one a generalized clonic seizure in sleep and the other a focal motor facio-orolingual seizure, occurred with an interval of four months between them. All EEG and clinical findings were consistent with the diagnosis of benign partial epilepsy with a centro-temporal spike focus. Treatment with carbamazepine was started and the boy was well for the next 8 months.
Later, the mother reported the recurrence of nocturnal seizures either with jerking of both arms, or with staring at night with sighing and palpitations. She insisted that she should be admitted to the hospital with her son. As an EEG taken during an afternoon nap had not shown any epileptic discharges at the time, the mother was reassured, and the admission postponed.
At the next examination, 3 months later, the mother reported that the boy had seizures during the day, when 'he seemed to be absent with staring eyes, and did not answer my questions for a few seconds, but afterwards was able to tell me that he has seen various frightening scenes...'.
When questioned about it, the boy told the physician that he frequently saw double or multiple objects, spiders and other scenes, and complained of sudden nausea or palpitations at that time.
Twenty-four-hour casette EEG recording was performed and no discharges were recorded at the time when either the patient or his mother described the above-mentioned 'seizures' as occurring. The mother was told by the physician that the seizures her son was presently having were not epileptic. It came to light that the parents divorced 1 week before the mother reported the seizure recurrence. Instead of hospitalization, psychological counselling and support were offered to both mother and child. However, 1 month later, the boy was hospitalized as an emergency because of an ataxic gait, vomiting, diplopia and nystagmus. An EEG showed diffuse theta activity and a suspicion of intoxication with carbamazepine was entertained. This was confirmed by determining the serum level (16ml/l and 14.5mg/1 on the day of admission). The boy recovered without any sequelae.
When confronted with the facts, the mother confessed that she had given to her son 'more tablets than were prescribed'. She said that she could not remember the exact number of tablets given, as she was 'in a state of panic, caused by repeated fits' in her son.
Faced with the question of her responsibility and the dangers of her behaviour to her son, the mother accepted psychotherapeutic help. In these sessions, she recognized the stress caused by her divorce on both her and her son. She remembered her own childhood traumas, long absences of her father in her preschool years and living with an aunt from the sixth year due to her mother's fatal illness. She reported that the reason why she was sleeping with her son in the same bed was that she might perceive any seizure occurrence in her son. Frequently, she would not let her son go to school. Instead, she would postpone all her work and stay at home all day, 'nurturing her sick son'.
Slowly-she was able to recognize her inability to stay alone, and her ambivalent feelings. Unfinished and postponed mourning was thought to be the cause of her psychological disturbance.
Family 3
The syndrome was diagnosed when the patient (a girl) was 13, and her mother, the illness perpetrator, was 41 years of age. Diagnosis occurred at the time of her 10th hospitalization for 'chronic epilepsy', starting when 'my daughter was 2 and had a choking fit while eating an apple' to quote the mother. She reported that staring and cyanosis occurred during this frightening episode. Afterwards, very frequently, sudden and shortlasting episodes of belching and fearful facial expressions followed. From the age of 7, the patient also had seizures with nausea and/or vomiting and staring. At the time of history taking, the girl stated that she could remember something of external events during her seizures.
The patient received multiple antiepileptic drugs and was hospitalized three times for 'status epilepticus'. However, her EEG at the age of 13 was consistently normal, and during reported seizures only artefacts were noted in the record. At the time of the patient's frequent 'seizures with vomiting and other vegetative symptomatology', a nurse accompanied and watched her in the toilet. On one occassion the patient was seen to induce her own vomiting by putting her fingers down her throat. When confronted with this, the patient said that she learned to do this from her mother who had done it to her 'to give me relief from the seizures'. The mother confessed to this.
The patient is a first-born child. From the age of 6-18 months she was treated for a suspected congenital hip dysplasia. At the same time she was operated on because of an inguinal hernia. She was always overdependent on her mother who has protected her because of her illness. The patient was frequently absent from elementary school. Her mother arranged that from the age of 11 her daughter did not go to school at all, taking only the final examination at the end of the school year.
Family relationships were explored along with some psychotherapeutic work. The mother, a housewife, had features of an histrionic personality. She was the youngest of three sisters, beloved by her parents. One of her sisters had suffered from epilepsy and died in an accident when she was 12 years of age.
The father, 43 years of age, was frequently drunk and aggressive toward other family members. At the time of family disputes, the mother had 'heart attacts'--palpitations and other somatic symptoms.
Pyschological examination of the patient showed the features of histrionic personality and a somatization disorder. Her IQ was 81 (borderline mental functioning). Antiepileptic drugs were withdrawn and bromazepam exhibited together with supportive psychotherapy, and social services help for the family.
Family 4
The patient is a girl of 14, the youngest of three sisters, aged 21 and 18 years. The mother is a 44-year-old housewife, the father, 47, a secondary school teacher of gymnastics. The history of the patient complaint was taken from the father who described very shortlived, but frequent, episodes of staring eyes and strange facial expressions in his youngest daughter. He pointed out that his daughter was unaware of her episodes. According to him, the diagnosis of a seizure disorder in his daughter had been made 1 year previously: she had received antiepileptic drugs (carbamazepine and clonazepam) which resulted in a considerable improvement. The father provided numerous medical reports of neurological examinations, laboratory analyses, EEGs, ECGs, and CT scans. All these findings were normal except 'unspecific bilateral EEG abnormalities' (recorded on two occasions). Evidently, the father had many doctors as aquaintances and he claimed that many of them were his good friends taking part in sporting activities with him. He claimed that from the age of 7-11 his daughter was frequently investigated for various cutaneous allergic manifestations. Otherwise, her developmental and past medical history were uneventful.
Since the episodes described above had never been recorded on EEG, long-term casette EEG registration was performed. No epileptic abnormalities were recorded even at the time when her father reported the occurrence of staring eyes in his daughter. Low serum levels of carbamazepine at that time suggested non-compliance. This evidence was presented to the father. Antiepileptic drug therapy was withdrawn.
Psychological testing suggested an IQ for her of 105. The patient was found to be anxious and psychotherapy and counselling was provided for her. Ten months later, whilst enrolled in a secondary school, the patient herself started to report her own 'sudden and strange feelings of indescribable sensations, something like dizziness'. The father complained that his daughter's epilepsy was worse. Again, investigations were repeated and no evidence of epilepsy found. On the other hand, it was found that the patient had acquired several privileges in her school because of her 'epilepsy'. Teachers would not give her bad marks in oral examinations because of her 'sudden episodes with inability to talk or to hear or understand what others said'. School truancy and a tendency to manifest aggressive behaviour in her peer group was also disclosed.
Therapeutic work with family followed and the patient's almost symbiotic bond with her father became evident. The patient has always been her father's favourite, the two older daughters having grown up and become quite independent of him. The mother had always tried to hold the balance between all the family members. She complained that her husband has always tried to protect their youngest daughter and prevented her attempts to educate her as she did the older children. 'This was always so, in particular at school age, when she (the patient) had an allergy, and now, with this other illness', the mother declared. The traits of a narcissistic personality disorder were evident in the father who, according to reliable sources, had manifested pathological lying in his childhood. He explained his behaviour as being due to his fears for his daughter's health---one of the most important matters in his life. As it was not possible to obtain any change in the father by psychotherapy, the therapeutic work concentrated on re-enforcing the role of other family members and child protective services.
Much later, when considerably improved on psychotherapy, the patient confessed that she started to fabricate her symptoms in school in order 'to pass the classes without too much study of uninteresting subjects'.
DISCUSSION
The four cases of fictitious epilepsy (Meadow's syndrome) illustrate the difficulties in arriving at the correct diagnosis. Direct proof came from observing self-induced symptoms (as in Family 1) and/or confirmation of illness fabrication by its perpetrators (Families 1, 2 and 3) . if the perpetrator cannot be confronted with enough conclusive evidence, the diagnosis will remain probable until a confession from the abused patient her/himself (as in Family 4) (but such confessions are rare).
The reason for the great incidence of fictitious epilepsy among cases of Munchausen Syndrome by Proxy is its easy fabrication 7. Difficulties in proving the deception make for the long duration of this condition. The value of objective investigations, in particular long-term casette EEG recording during conditions of secret surveillance, serum drug concentration monitoring 3 was proven in all these reported cases. Careful checking of all aspects of the medical, family and social history suggesting pseudoseizures or deception preceeded these investigations s'9.
The symptoms and signs simulating seizures were either induced (Families 1, 2 and 3) or were fabricated in all four cases. Special problems arose when patients themselves reported the symptoms (Families 2, 3 and 4). This was due to different reasons. The male patient in Family 2 had a mixture of somatic symptoms produced by phobic mechanisms activated in a pathological symbiotic bond with his mother. The female patient in Family 3 developed the same defence mechanisms as her mother which resulted in a somatization disorder. The female patient in Family 4 consciously manipulated and fabricated her symptoms, not for primary gain, as in the other cases, but to obtain secondary gain. The consequences of the disorder were multiple and included unnecessary medical investigations, the hazards of taking antiepileptic medication (resulting, in one case, in intoxication--Family 2), and in disturbed personality development of the abused children. Therefore, early diagnosis is important along with the use of all child protection services. If the case is serious, the help of social services may be insufficient, and legal authorities may have to be asked to intervene on behalf of the child 8. The correct assessment of a child psychiatrist is the basis for developing the protection of small children where the abuse may be responsible for some cases of sudden, unexplained infant death 9.
The main obstacle to treatment is imposed by the striking symbiotic bond which as a rule exists between the parent perpetrator and the abused child in the Munchausen Syndrome by Proxy "1. Usually, it is the mother-infant bond, but sometimes also a father-child bond. Although most frequently seen in the above parent-child bond, the Munchausen syndrome by Proxy may extend to other types of symbiotic relationship in adulthood, sometimes involving husband and wife 't or one man and his two female partners '2.
Although the spectrum of Munchausen Syndrome by Proxy is wide and some of its features always remain unique to each presentation, Libow and Schreier (1986) '3 have classified its appearance in childhood into three forms. These authors differentiate primary uncomplicated cries for help from two major subtypes expressed as the Active Inducer and the Doctor Addict. All of these types were represented here. Furthermore, our results have shown that more than one form may occur in the same case. Thus, in Family 2, the mother first displayed 'cries for help', and when they were not attended to, she induced carbamazepine intoxication in her son.
The existence of personality disorder is found in many illness perpetrators 11. However, as here, their types are quite different. One of their common features which may be related to the Munchausen Syndrome by Proxy is the tendency of these persons to frequently act out their inner impulses, even in situations when external psychosocial stressors are minimal or absent. Further research is needed to show why medical addiction and own child abuse, becomes a way of pathological and even criminal behaviourai expression.
When a real disorder exists, as in Family 2 where the son had a benign partial epilepsy, an unlikely exacerbation should raise suspicion of pseudoseizures or the Munchausen by Proxy Syndrome. The same situation has been described in children with other chronic illnesses 14. Therefore, when faced with 'parent salvage and parent sabotage '14, in the case of chronically ill children, such as those with epilepsy, and in the presence of a pathological symbiotic bond between the parent and the child, the physician should be aware of the possibility of a Munchausen Syndrome by Proxy. The diagnosis and management of this peculiar syndrome, the gravity of which is contradictory to the benign eponymic Baron Munchaussen, should always require a longlasting and multidisciplinary team approach.
